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PRESCRIPTION DRUG ABUSE AND DIVER-
SION: THE ROLE OF PRESCRIPTION DRUG
MONITORING PROGRAMS

THURSDAY, SEPTEMBER 23, 2004

U.S. SENATE,
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS,
Washington, DC.

The committee met, pursuant to notice, at 2:08 p.m., in room
SD-430, Dirksen Senate Office Building, Hon. Jeff Sessions, presid-
ing.

Present: Senator Sessions.

OPENING STATEMENT OF SENATOR SESSIONS

Senator SESSIONS. Good afternoon. I am Senator Jeff Sessions,
and I appreciate your attendance at a hearing today that I think
will be interesting and deals with a very significant and important
subject that may not solve all the problems we have in the world,
but it deals with a very significant, discrete problem that is grow-
ing in America today. I want to thank Senator Judd Gregg, chair-
man of our Health, Education, Labor, and Pensions Committee, for
allowing and encouraging us to have this hearing. And we have a
good panel, and we will be discussing an important issue.

Over the past 10 years, the abuse and diversion of prescription
drugs has grown from a regional crisis to a national epidemic. The
Substance Abuse and Mental Health Services Administration re-
cently released the studies of the 2003 National Survey on Drug
Use and Health. Newspapers across the country reported the data
that suggested that while the use of illicit drugs, such as cocaine,
remained steady or even declined, the figure on the nonmedical use
of prescription medications had a different story.

Prescription drugs now rank second only to marijuana in the in-
cidence of abuse. In a 1-year period, the number of nonmedical
users of pain relievers increased to a total of 31.2 million American
adolescents and adults who have abused these medications at least
one time in their lifetime. The number of first-time abusers, those
who have abused prescription drugs for the first time, has in-
creased 336 percent since 1990. And make no mistake, prescription
drug addiction is a powerful addiction.

While press coverage has frequently focused on the abuse and di-
version of OxyContin and other narcotic pain relievers, it is clear
that this problem extends to several classes of commonly prescribed
drugs, including tranquilizers and stimulants. In fact, the 2003 Na-
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tional Survey data reflected an ever sharper increase in the non-
medical use of tranquilizers.

All in all, it is estimated that over 6 million Americans are cur-
rent abusers of prescription drugs that fall within these classes.
The black market in diverted prescription drugs is now a multibil-
lion-dollar industry. I remember as a Federal prosecutor that drugs
like Dilaudid were regularly sold on the streets of our communities
for $60 to $80 a pill, and it results in a powerful addiction.

These numbers, tens of millions, frequently obscure the human
tragedy of drug abuse and dependence. Each of us has heard the
news stories of famous persons who have developed prescription
drug abuse problems, and for many it has hit close to our own
homes. Frequently, these stories involved a legitimate first pre-
scription that evolves into an addiction and familiar pattern of
drug-seeking behavior that takes addicts from doctor to doctor to
get their kicks.

To their credit, doctors do not want to be a part of this cycle. In
fact, physicians have been the leading advocates for effective pro-
grams to combat prescription drug abuse and diversion. I remem-
ber in around 1990 I chaired a committee in Alabama on law en-
forcement issues, and we spent a lot of time on this very issue. We
were amazed how much abuse of prescription drugs there was in
the city of Mobile, and a number of steps were taken that improved
that. We even discussed legislation that would create a system
somewhat like this for the State of Alabama.

This epidemic has driven, though, additional societal costs. The
addicted fall from the productive ranks of society into unemploy-
ment, disability, hospitalization, and, too frequently, crime and in-
carceration. Their families and communities suffer along with
them. Taxpayers bear the expense of purchasing abused or illegally
diverted drugs through public programs and subsequently treating
the medical consequences of misuse and addiction. Law enforce-
ment agencies, particularly in rural areas, are stretched beyond
their limits as the scourge sweeps through depressed and disadvan-
taged communities particularly.

The physician-patient relationship has suffered as well. The
growing addiction problem and the black market that feeds it has
created an atmosphere in which physicians fear that prescribing
certain high-risk medications could lead to civil liability or profes-
sional discipline. As a result, the problem has created yet another
class of victims: patients who might find it more difficult to obtain
tim((elly, effective treatment for pain and other legitimate medical
needs.

Clearly, the solution depends on early identification and inter-
vention of those who may be becoming addicted to illicit drugs. If
you can intervene early before a person has sustained a serious ad-
diction, that is the best time to do it.

The purpose of today’s hearing is to attempt to develop some
sense of the scope and nature of this problem and then to look be-
yond the tragic losses and tremendous costs to potential solutions.
So I am particularly interested in an approach that has been
adopted by a growing number of States and has shown promising
results: the prescription drug monitoring program. At the present
time, 19 States have operating prescription drug monitoring pro-
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grams. These monitoring programs have been used by health care
providers to better deliver appropriate, effective treatment of pain
and other conditions that require the use of scheduled drugs and
to identify and, if appropriate, refer for treatment patients whose
prescription history suggests that they are at risk for addiction.

I am interested also in the extent to which such systems could
enhance the ability of law enforcement to better direct its resources
to reduce this problem and to reduce the investigation times. Addi-
tionally, at a time when no discussion of health care should avoid
the topic of cost, Federal, State, and private payers frequently are
the ones who shoulder the substantial burden of purchasing di-
verted drugs as well as treating the medical sequelae of abuse.
Finding a cost-efficient tool to effectively reduce the incidence of di-
version and abuse could be expected to provide substantial savings,
particularly for many States’ financially strapped Medicare pro-
grams.

It appears the States that have instituted prescription drug mon-
itoring programs have realized substantial benefits. A 2002 GAO
study of these programs concluded that prescription monitoring
programs appear to have reduced illegal drug diversion. However,
several important issues were raised, including the fact that while
States with monitoring programs saw a reduction in drug diversion
activity, their neighboring States without programs tended to expe-
rience a corresponding rise, and addicts and black marketeers
shifted their efforts across State borders.

I am pleased that after several years of effort and with my full
support, my own State of Alabama is moving toward instituting a
prescription drug monitoring program. Of course, Alabama’s pro-
gram will likely affect our neighbors in Mississippi and Tennessee
and Georgia and Florida. Certainly coordination among States’ pro-
grams is a matter we must discuss. In keeping with the broadly
shared goal of improving health information technology capabilities
throughout the health care system—and we need to do more of
that—testimony will also focus on current legal and technical bar-
riers to making a relevant patient medication history available to
appropriate parties and for appropriate purposes across State lines.

Despite sharing many common elements, these programs do dif-
fer, and any Federal effort to improve on or expand prescription
drug monitoring must take these differences into account.

We will include in the record at this point the prepared state-
ment of Senator Kennedy.

[The prepared statement of Senator Kennedy follows:]

PREPARED STATEMENT OF SENATOR EDWARD M. KENNEDY

I commend my colleague, Senator Sessions, for holding today’s
hearing on the growing national concern over prescription drug
abuse. Over 6 million Americans use prescription medications for
non-medical purposes. Since 1992, the number of young adults who
abuse prescription pain relievers and other potentially addictive
drugs has more than tripled, and prescription drug abuse among
youths aged 12 to 17 has increased ten fold.

State programs to monitor the prescribing of potentially addictive
medications can help curb this abuse. Currently, 19 States have
monitoring programs in place, including Massachusetts. The infor-
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mation can be used to identify physicians and patients who encour-
age the non-medical use of prescription drugs and can also be used
to reduce the diversion of prescription drugs for illegal purposes.

Any such program, however, must include strong safeguards for
medical privacy, and make certain that the database cannot be
used to bring improper pressure on physicians to avoid prescribing
essential medication for patients in need. The proper treatment of
patients in pain, for example, is an enormous medical challenge,
but this essential work will be more difficult if patients fear that
the privacy of their prescription histories will not be protected, or
if physicians begin to look over their shoulders every time they pre-
scribe needed pain medication.

Congressman Whitfield and Congressman Pallone have intro-
duced legislation to establish a national electronic database to mon-
itor these prescriptions, and I understand that Senator Sessions
may introduce similar legislation in the Senate. We all share the
goal of striking the right balance between the interests of patients,
physicians, and law enforcement, and I'm confident we can work to-
gether to enact legislation that achieves this balance.

The current House legislation, however, grants law enforcement
officials access too easily to the information in the database. Under
the House bill, if law enforcement officials feel the information will
strengthen an investigation, they are granted access to it, without
obtaining a court order, and without requiring a review of the va-
lidity of the requests before granting access to sensitive medical in-
formation.

Massachusetts’ State monitoring program includes important
safeguards against improper use of information in the database. It
also protects against intrusive use of the database by law enforce-
ment agencies, and it includes a peer review group of health profes-
sionals to review data collected by the program for signs of abuse
or diversion. If the expert group identifies data suggesting misuse,
the Public Health Commissioner is notified, and the Commissioner
and the review group decide whether to handle the situation inter-
nally or notify law enforcement.

If a law enforcement authority requests data on a specific physi-
cian or patient, the peer review group analyzes the data requested.
If the data suggests abuse or diversion, they fulfill the request. If
the evidence is inadequate, the review group will decline to release
sensitive medical information.

The peer review group is thus a protector and gatekeeper for the
data in the State monitoring program. Massachusetts has success-
fully implemented its monitoring system, and has taken steps to
protect the privacy of medical records and avoid undermining the
trust between doctor and patient.

I commend Senator Sessions for bringing the attention of the
committee to this important issue, and for highlighting the benefits
of a national electronic database to monitor misuse. I look forward
to working with our colleagues on the committee to see that the
legislation protects patient privacy and prevents data from being
abused.

I commend our witnesses for their testimony today, and I look
forward to their recommendations.
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Senator SESSIONS. We have a very distinguished group of wit-
nesses before the committee today. I think Congressman Whitfield
is not with us at this point, not yet, and we expect him to join us
in a little bit. But we will start with our larger panel first.

I also see my former colleague, Tim Hutchinson. Tim, thank you
for your leadership on this issue and bringing to my attention the
importance of this issue.

This very distinguished group of witnesses before the committee
today should be able to shed some important light on these mat-
ters. I look forward to the opportunity that this will provide Mem-
bers of Congress to develop a better understanding of this problem
and to carefully consider how to provide the most useful and appro-
priate Federal response.

Our first panel will consist of four additional witnesses: Dr.
James Holsinger, the Secretary of the Kentucky Cabinet for Health
and Family Services—dJim, you can step on up, and I believe your
name tag is there—the agency in Kentucky that administers the
prescription drug monitoring program. Dr. Holsinger can provide
important details on the operation and impact of the KASPER pro-
gram. He also is a writer and author, having written an exception-
ally fine book on the Methodist Church that is read throughout the
denomination, and I can say with certainty it has been a positive
influence for the denomination.

Dr. Kenneth Varley is the president of the Alabama Society of
Interventional Pain Physicians and is a practicing pain specialist
in Birmingham, Alabama.

Sherry Green is the executive director of the National Alliance
on Model State Drug Laws, an organization that has provided im-
portant legal and technical guidance for States that have elected to
implement monitoring programs and other drug laws that you help
them with.

Finally, Joy Pritts is currently an assistant research professor at
Georgetown University’s Health Policy Institute and an expert who
has published extensively and testified before Congress on medical
privacy matters. Thank you, Ms. Pritts. We are going to hear from
you on the privacy question.

So I look forward to hearing from you, and, Dr. Holsinger, if you
would begin, we would be glad to hear your testimony. And our
time limit will be about 5 minutes. The light will turn red up here,
I believe, and you do not sink into the ocean if you go beyond, but,
Dr. Holsinger, we are delighted to have you with us.

STATEMENTS OF HOLSINGER, JAMES W. JR., M.D., SEC-
RETARY, KENTUCKY CABINET FOR HEALTH AND FAMILY
SERVICES; SHERRY GREEN, EXECUTIVE DIRECTOR, NA-
TIONAL ALLIANCE FOR MODEL STATE DRUG LAWS, ALEXAN-
DRIA, VA; KENNETH G. VARLEY, M.D., PRESIDENT AND EXEC-
UTIVE DIRECTOR, ALABAMA SOCIETY OF INTERVENTIONAL
PAIN PHYSICIANS, AND BOARD MEMBER, AMERICAN SOCI-
ETY OF INTERVENTIONAL PAIN PHYSICIANS; AND JOY L.
PRITTS, ASSISTANT RESEARCH PROFESSOR, HEALTH POL-
ICY INSTITUTE, GEORGETOWN UNIVERSITY

Dr. HOLSINGER. Senator Sessions, it is a real pleasure to be here
with you today. I am here to discuss briefly Kentucky’s implemen-
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tation of a prescription drug monitoring program, the status of the
current system enhancements, and the goals of the Commonwealth
of Kentucky in detecting and preventing prescription drug abuse
and diversion.

Before I begin, I would certainly like to thank and recognize Con-
gressman Ed Whitfield who is passionate about wanting us to work
toward reducing the abuse of prescription drugs in the Common-
wealth and beyond, and also Congressman Hal Rogers, the Dean
of Kentucky’s congressional delegation, for all of his hard work to
reduce the abuse of prescription drugs.

Senator SESSIONS. Dr. Holsinger, I would say that I understand
the House is in a series of votes. Congressman Whitfield came by
and talked to me yesterday. I am sure he will be here when he can
break free.

Dr. HOLSINGER. There is no question that prescription drug
abuse and diversion is a public health crisis of significant mag-
nitude. Accordingly, failing to combat this issue with great vigor on
multiple fronts and in a highly coordinated fashion will undoubt-
edly lead to dire health and safety consequences nationwide.

Prescription drug monitoring programs are designed to help pre-
vent and detect the diversion and abuse of pharmaceutical con-
trolled substances, particularly at the retail level. States that have
implemented prescription monitoring programs have the capability
to collect and analyze prescription data much more efficiently than
States without such programs, where the collection of prescription
information requires the manual review of pharmacy files, a time-
consuming and invasive process.

The purpose of PMPs is to enhance the ability of health care pro-
fessionals, as well as regulatory and law enforcement agencies, to
collect and analyze controlled substance prescription data. This is
accomplished by building a data collection and analysis system at
the State level, enhancing programs’ ability to analyze and use col-
lected data, and facilitating the exchange of collected prescription
data among States. The increased efficiency of prescription mon-
itoring programs allows for the early detection of abuse trends and
possible sources of diversion. In your packet is a chart that depicts
the KASPER process, as well as some rather impressive statistical
information generated from the program.

I think one of the most impressive things that we deal with is
the fact that of the individuals and organizations that enter the
system, 85 percent of those are physicians, indicating a high degree
of acceptance on their part.

Kentucky’s prescription drug monitoring program was estab-
lished during the Kentucky General Assembly’s 1998 legislative
session, and the program become operational in 1999.

It is commonly referred to as “KASPER,” which is the acronym
for the Kentucky All Schedule Prescription Electronic Reporting
system. This system automated the processing of data to support
the tracking and sharing of information in accordance with existing
statutes governing controlled substance prescriptions.

KASPER was created with two main goals in mind: first, to be
a source of information for physicians and pharmacists; and, sec-
ond, to be an investigative tool for law enforcement. KASPER is
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the instrument that enables this information to be collected, ana-
lyzed, and shared rapidly.

Data gets into the relational database as dispensers transmit
prescription data to our data collection agent by modem, diskette,
or tape. The data collection agent then verifies, compiles and sends
the data to the Drug Enforcement and Professional Practices
Branch to be loaded into the KASPER server.

Very high security procedures protect access to the data with
only branch personnel having access to information within the
KASPER database. Reports requested by authorized individuals
also undergo a high level of scrutiny. Release of data to anyone not
authorized by Kentucky’s statute is a Class D felony.

Currently, there are approximately 30 States with some form of
a PMP in operation although only Kentucky, Michigan, and Ne-
vada have electronic systems requiring the collection of data on all
scheduled drugs. In Kentucky, the KASPER program is adminis-
tered by the Cabinet for Health and Family Services’ Office of In-
spector General. Controlled substance prescription reports,
KASPER reports, are available to physicians, in the treatment of
patients; pharmacists, in the treatment of patients; law enforce-
ment, in conjunction with a bona fide investigation; professional li-
censure boards, in investigation of their members; Medicaid depart-
ments, for prevention of fraud and abuse; and by grand jury sub-
poena and court orders.

Many of the clinicians in the State were skeptical when KASPER
was initiated. They felt the scrutiny implied by a monitoring pro-
gram would interfere with their practice. In actuality, they have
found that by utilizing the program to monitor their patients
chronically utilizing controlled substances, they have documenta-
tion to prove they are treating these patients judiciously. Indeed,
as a result of KASPER, reporting of KASPER productivity in a va-
riety of instances, including that of law enforcement, has increased
30-fold and investigative productivity has improved 5-fold.

In 2003, the Kentucky Legislature appropriated $1.4 million to
enhance the current KASPER system. The goals of the Enhanced
KASPER, eKASPER system, are to automate the labor-intensive
processes of report creation, reduce report distribution from a 4-
hour goal to 15 minutes, and assure HIPAA compliance at all lev-
els.

In 2004, the Kentucky General Assembly passed legislation that
empowers the Cabinet to develop structures and processes with the
KASPER system to study utilization trends, make referrals to law
enforcement and regulatory bodies, and utilize KASPER reports in
administrative hearings. It is our absolute intention to continue to
refine and enhance our efforts in detecting and preventing prescrip-
tion drug abuse and diversion in the Commonwealth. As I have dis-
cussed today, KASPER is a vital tool that plays a critical role in
our efforts. KASPER is as useful for the physician as it is for the
investigator. Of course, as it is the surgeon, not the scalpel, that
saves the patient, ultimately these issues will only be solved by em-
ploying the skill and knowledge of individuals from a variety of
fields. It is our belief that only a balanced and systemic approach
that includes prevention, education, treatment, and enforcement
will have a significant and sustainable positive impact on what has
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become a very serious and insidious matter of public health and
safety.

I appreciate your time and your interest in what I believe is a
critical matter for the Commonwealth of Kentucky, as well as na-
tionwide. Part of what we have been involved with recently has
been a broad-scale, statewide drug control assessment summit that
occurred this year under the auspices of our new Governor, Gov-
ernor Ernie Fletcher, and our Lieutenant Governor, Steve Pence.
Out of these, we are again working to develop statewide ap-
proaches to deal with a significant issue that particularly has great
ramifications, I believe, for us from the point of view of not only
public health but public policy.

I will be happy to answer any questions when the times comes,
Senator. Thank you very much.

Senator SESSIONS. Thank you very much, Dr. Holsinger.

[The prepared statement of Dr. Holsinger follows:]

PREPARED STATEMENT OF JAMES W. HOLSINGER, JR., M.D.

Chairman Judd Gregg, and esteemed Members of the Senate Committee, I am
here today to briefly discuss Kentucky’s implementation of a Prescription Drug
Monitoring Program (PMP), the status of the current system enhancements, and the
goals of the Commonwealth in detecting and preventing prescription drug abuse and
diversion.

Before I begin, I would like to thank and recognize Congressman Ed Whitfield
who is passionate about wanting to work towards reducing the abuse of prescription
drugs in the Commonwealth and beyond, and Congressman Hal Rogers, the Dean
of Kentucky’s Congressional delegation, for all of his hard work to reduce the abuse
of prescription drugs.

There is no question, that prescription drug abuse and diversion is a public health
crisis of great magnitude. Accordingly, failing to combat this issue with great vigor
on multiple fronts, and in a highly coordinated fashion will undoubtedly lead to dire
health and safety consequences nationwide.

Prescription Drug Monitoring Programs are designed to help prevent and detect
the diversion and abuse of pharmaceutical controlled substances, particularly at the
retail level. States that have implemented prescription monitoring programs have
the capability to collect and analyze prescription data much more efficiently than
States without such programs, where the collection of prescription information re-
quires the manual review of pharmacy files, a time-consuming and invasive process.

The purpose of PMPs is to enhance the ability of health care professionals, as well
as regulatory and law enforcement agencies, to collect and analyze controlled sub-
stance prescription data. This is accomplished by building a data collection and
analysis system at the State level, enhancing existing programs’ ability to analyze
and use collected data, and facilitating the exchange of collected prescription data
among States. The increased efficiency of prescription monitoring programs allows
for the early detection of abuse trends and possible sources of diversion.

In your packet is a chart depicting the KASPER process, as well as some rather
impressive statistical information generated from the program.

Kentucky’s prescription drug monitoring program was established during the Ken-
tucky General Assembly’s 1998 Legislative Session, the provisions codified under
KRS 218A.202. The program did not become operational until 1999.

The program is commonly referred to as KASPER which is the acronym for the
Kentucky All Schedule Prescription Electronic Reporting program. This system
automated the processing of data to support the tracking and sharing of information
in accordance with existing statutes governing controlled substance prescriptions.

KASPER was created with two main goals in mind. First, to be a source of infor-
mation for physicians and pharmacists; and second, to be an investigative tool for
law enforcement. KASPER is the instrument that enables this information to be col-
lected, analyzed, and shared rapidly.

Data gets into the relational database as dispensers transmit prescription data to
our data collection agent by modem, diskette or tape. The data collection agent then
verifies, compiles and sends the data to the Drug Enforcement and Professional
Practices Branch, to be loaded into the KASPER server.
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Very high security procedures protect access to the data with only Branch person-
nel having access to information within the KASPER database. Report requesting
by authorized individuals also undergoes a high level of scrutiny. Release of data
to anyone not authorized by Kentucky statute is a class D felony.

Currently, there are approximately thirty (30) States with some form of a PMP
in operation although only Kentucky, Michigan and Nevada have electronic systems
requiring the collection of data on all scheduled drugs. In Kentucky, the KASPER
program is administered by the Cabinet for Health and Family Services’ Office of
Inspector General, Division of Fraud, Waste and Abuse/Identification and Preven-
tion, Drug Enforcement and Professional Practices Branch. Controlled substance
prescription reports (KASPER Reports) are available to Physicians—in the treat-
ment of patients; Pharmacists—in the treatment of patients; Law Enforcement—in
conjunction with a bona-fide investigation; Professional Licensure Boards—in inves-
tigation of their members; Medicaid Departments—for prevention of fraud and
abuse; and by Grand Jury Subpoenas and Court Orders.

Many of the clinicians in the State were skeptical when KASPER was initiated.
They felt the scrutiny implied by a monitoring program would interfere with their
practice. In actuality, they have found that by utilizing the program to monitor their
patients chronically utilizing controlled substances, they have documentation to
prove they are treating these patients judiciously. Indeed, as a result of KASPER,
reporting productivity has increased 30 fold and investigative productivity has im-
proved 5 fold.

In 2003, the Kentucky State Legislature appropriated $1.4M to enhance the cur-
rent KASPER system. The goals of the Enhanced KASPER (eKASPER) system are
to automate the labor-intensive processes of report creation, reduce report distribu-
tion from a 4-hour goal to 15 minutes, and assure HIPAA compliance at all levels.

In 2004, the Kentucky General Assembly passed legislation that empowers the
Cabinet to develop structures and processes with the KASPER system to study utili-
zation trends, make referrals to law enforcement and regulatory bodies, and utilize
KASPER reports in administrative hearings. It is our absolute intention to continue
to refine and enhance our efforts in detecting and preventing prescription drug
abuse and diversion in the Commonwealth. As I have discussed today, KASPER is
a vital tool that plays a critical role in our efforts. KASPER is as useful for the phy-
sician as it is for the investigator. Of course, as it is the surgeon, not the scalpel
that saves the patient, ultimately these issues will only be solved by employing the
skill and knowledge of individuals from a variety of fields. It is our belief that only
a balanced and systemic approach that includes prevention, education, treatment,
and enforcement will have a significant and sustainable positive impact on what has
become a very serious and insidious matter of public health and safety.

Thank you for your time and interest in what I believe to be a very critical matter
for the Commonwealth of Kentucky, as well as nationwide. I will be happy to an-
swer any questions you may have.

Senator SESSIONS. Ms. Green?

Ms. GREEN. Thank you, Senator Sessions. I want to thank you
and Members of the Committee for holding this hearing and allow-
ing me to testify.

Since 1939, States have used prescription drug monitoring pro-
grams, or PMPs, as they are often called, to address prescription
drug diversion and addiction. In addition to the 19 States currently
operating in that they can respond to requests for information, 24
States are actively pursuing the establishment of a PMP; 15 of
those States have Federal funds to do so.

Information collected through the system is already available to
State regulatory and enforcement personnel under State law. With-
out the PMP, they collect information manually, going from phar-
macy to pharmacy in order to gather all the necessary information
for an investigation.

States often uses these particular prescription monitoring pro-
grams, or PMPs, as early identification mechanisms. They use
them to spot as early as possible a potential problem of diversion
or addiction and then to timely refer information to the appropriate



10

medical professionals or State officials who can most appropriately
address that particular problem.

Information is most often used to corroborate an existing inves-
tigation, to assist with the legitimate prescribing of controlled sub-
stances, to intervene as early as possible with patients who might
be addicted, to actually confirm whether or not a particular claim
against a prescriber/dispenser has a legitimate basis, and also as
an indicator to initiate the manual investigation of a particular
crime or doctor-shopping instance.

The States are actually actively seeking these particular pro-
grams primarily because right now those States with programs are
seeing significant decreases in investigation of time. I know Ken-
tucky, in addition to Nevada and Utah, are already indicating that
they have as much as 80-percent decrease in investigation time
needed to address the particular prescription diversion and addic-
tion problem. They are also looking at possible instances of de-
crease in fraud, both in insurance and Medicare and other health
care systems, and they are also starting to look at increased in-
stances of referral to addiction treatment systems.

As it stands right now, there is a national evaluation design that
is being drafted and will be finalized by the end of the year, with
the idea of hopefully over the next year being able to scientifically
document effectiveness of the programs, particularly improvements
in the programs that might be needed, and also cost/benefits from
the particular programs that are currently in use.

As it stands right now, one of the primary areas of focus for
States with these programs and who are developing these pro-
grams is the particular impact of interstate issues, doctor-shopping
in particular, in several States that are looking at developing the
programs. That kin